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Abstract— Because diet is a key issue in the treatment of diabetes mellitus, it is assumed that these pa- 
tients are prone to eating disorders. In a multicenter study, we have therefore assessed the prevalence 
of eating disorders in 662 patients with insulin dependent diabetes mellitus (IDDM) (n=340) and non- 
insulin-dependent diabetes mellitus (NIDDM) (n=322). A two-stage study combining self-rating ques- 
tionnaires and a standardized interview was carried out. We found a prevalence of eating disorders of 
5.9% (lifetime prevalence of 10%), irrespective of gender and type of diabetes; 4.1% of the whole sam- 
ple reported intentional insulin undertreatment or omission. When patients were stratified according to 
IDDM and NIDDM, there was no difference in the prevalence of all eating disorders (point prevalence 
5.5% vs. 6.5%, lifetime prevalence 10.0% vs. 9.9%). Prevalence of bulimia nervosa (BN) was more fre- 
quent in IDDM patients (point prevalence 1.5% vs. 0.3%, lifetime prevalence 3.2% vs. 1.9%) and binge 
eating (BED) was more frequent in NIDDM patients (point prevalence 1.3% vs. 3.7%, lifetime preva- 
lence 2.6% vs. 5.9%). We conclude that eating disorders seem to be equally frequent in IDDM and 
NIDDM patients. However, there might be different features of eating disorders in both types of diabe- 
tes. © 1998 Elsevier Science Inc. 
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INTRODUCTION 


Diabetes mellitus is a disorder that inevitably focuses attention on body weight and 
diet. Because conflicts may arise concerning autonomy and dependence, a reduction 
of self-esteem, and stress within the family, it is perhaps not surprising that diabetes 
is associated with an increased incidence of eating disorders. Moreover, it has been 
assumed that some young diabetic patients omit insulin to reduce their weight thus 
inducing glucosuria. In the last decade, considerable interest has been shown in the 
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assumption of eating disorders in diabetic patients. A key component in the treat- 
ment of diabetes is adherence to a prescribed dietary regimen in both types of dia- 
betes. Constant dieting might cause binging by promoting the adoption of a cogni- 
tively regulated eating style, which is necessary if the physiological defense of body 
weight is to be overcome. By substituting physiological regulatory controls with 
cognitive controls, dieting makes the dieter vulnerable to disinhibition and, subse- 
quently, overeating [1]. According to this theory, dieting and binge eating, for ex- 
ample, are closely related and may explain a possible higher prevalence of BN in 
IDDM and of BED in NIDDM patients. 

Previous studies showed contradictory results with prevalence rates ranging from 
0.0% [2] to 35% [3]. These divergent findings are due to nonrepresentative small 
samples [4-8], different diagnostic procedures such as self-rating questionnaires [9- 
12] and interviews [5, 6, 13-15], and the use of different versions of the Diagnostic 
Statistical Manual (DSM) [16]. In the present study, we have tried to overcome most 
of the limitations of earlier studies: We had a large sample of both types of diabetes 
(IDDM, NIDDM) at our disposal and applied a combination of self-report ques- 
tionnaires and a specifically adapted standardized interview to distinguish features 
truly characteristic of clinical eating disorders from those resulting from diabetes 
and its treatment. 

Because of the bimodal distribution of anorexia nervosa with peaks of onset at 14 
and 18 years [17] and the mean age of onset of bulimia nervosa at 18 years [18], the 
prevalence of eating disorders and diabetes mellitus has been studied exclusively in 
adolescent IDDM patients [3-9, 11, 13, 14, 19]. However, only 10% of all diabetics 
suffer from IDDM. Studies with NIDDM patients are rare and have been per- 
formed only in a small number of patients [12]. With the exception of binge eating 
[12], the prevalence rates of clinical and subclinical eating disorders have never 
been evaluated in NIDDM patients. Whether or not eating disorders, especially 
BED, are common in NIDDM patients is of considerable interest, particularly be- 
cause they also might have an impact on glycemic control. 

The literature clearly demonstrates that the combination of IDDM and an eating 
disorder often results in poorer diabetic control, and a greater risk of serious physi- 
cal complications [13, 20-23]. Steel et al. [21] reported an unusually high prevalence 
of early microangiopathic lesions in young, diabetic women with AN and BN. Ina 
controlled study, Colas [22] observed an increased rate of retinopathy among dia- 
betic patients with eating disorders. 


METHOD 


In a two-stage design, patients were screened for potential eating disorders using self-report question- 
naires in a first step; the diagnosis of an eating disorder followed in a second step, based on a specially 
adapted standardized interview. 


Subjects 


To guarantee a representative or nearly representative sample of IDDM patients, data were collected 
from 12 diabetes centers in two German cities ranging from university clinics to large general hospitals 
and diabetes practices. However, this recruitment may not be representative of NIDDM patients in Ger- 
many because of the lack of a central diabetic registry and the fact that NIDDM patients receive treat- 
ment from general practitioners. Within 12 months, a total of 813 out of 917 eligible patients agreed to 
participate in the study. From these, a total of 151 (18.6%) failed to complete the study so that 662 (307 
men and 355 women) completed the survey (81.4%). The following criteria were met by the patients: 
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Table I.—Sociodemographic data of the total sample and the diabetic 


subsamples 
Total sample, IDDM NIDDM 
N = 662 (%) (%) (%) 
Gender 
Male 46.4 45.0 47.8 
Female 53.6 55.0 52.2 
Marital status 
Single 15.1 19.7 10.2 
Married 58.0 53.5 62.7 
Partnership 9.5 13.2 5.6 
Divorced 6.3 4.7 81 
Married but separated 2:3 3.2 1.2 
Widowed 2,9 0.6 5.3 
Remarried 4.5 2.9 6.2 
Missing values 1.4 2.1 0.6 
School education 
Still in school 0.8 1.2 0.3 
Elementary school 29.5 13.5 46.5 
Hauptschule 18.9 18.8 18.1 
Nonclassical secondary 
school 29.3 34.7 23.6 
Secondary school/ 
matriculation standard 19.5 30.3 81 
Missing values 2.0 1.5 2:5 


age between 18 and 65 years, and presence of IDDM or NIDDM. Exclusion criteria were: secondary 
diabetes (pancreatic disease, hormonal abnormalities), illnesses independent of diabetes, current psy- 
chosis, mental retardation, or suicidal tendency. The nonparticipants (refusals and dropouts) were com- 
parable with the study subjects with regard to the following variables: gender, age, socioeconomic status, 
type of diabetes, duration of illness, metabolic control, and long-term complications. All patients partici- 
pating in the study were informed on the procedure and gave written consent in accordance with the eth- 
ics commission of the University Medical Centers of Essen and Cologne. 

Of the 662 patients, 407 (61.5%) fulfilled the psychometric cut-off criteria of at least one screening 
instrument. Of these patients, 301 (74.0%) could be interviewed, 48 (11.3%) refused the interview, 46 
(11.3%) were inaccessible, and 12 (1.83%) had to be excluded because of personal reasons such as preg- 
nancy, accidents, or relocation. 


Study design and data collection 


Demographic data obtained from doctors’ records as well as from a brief sociodemographic question- 
naire included age, gender, education, and marital state (Table I). At the time of initial assessment, a 
brief structured interview was conducted with all subjects to assess their diabetes subtype, its first mani- 
festation, current medical treatment, and diabetes-specific complaints. 

Because we had only adult patients with a minimum age of 18 years in our study, the mean age of 
IDDM patients in our sample was 36.4 years (sp=10.6) and that of NIDDM patients 54.2 years (sp=8.1). 
These mean ages were nearly twice the age of the peak onsets of anorexia and bulimia nervosa respec- 


Table II.—Mean age and mean body mass index of the patients 


Mean age 
(years) (sp) BMI (sD) 
Total sample 45.1 (13.0) 26.8 (5.2) 
Male 45.9 (12.6) 26.5 (4.5) 
Female 44.3 (13.4) 27.0 (5.8) 
IDDM 36.3 (10.6) 24.2 (3.7) 


NIDDM 54.2 (8.1) 29.5 (5.1) 
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tively [18]. To establish a height-normalized measure, the body mass index (BMI) was calculated as the 
proportion of body weight in kilograms per meters squared of height [24, 25]. The BMI was calculated 
for each subject’s current weight (Table I). Glycosylated hemoglobin (Hb,..) measurements were taken 
from patients’ medical records as an indicator of diabetic control at the beginning of the study and at 
all invervals during the past 12 months. 


Screening instruments, self-report questionnaires 


Screening instruments and self-report questionnaires included: 

1. A German version of the Eating Disorder Inventory (EDI) [26, 27]. The EDI is a 64-item, self- 
report, multiscale measure designed for the assessment of psychological and behavioral traits com- 
mon in AN and BN. 

2. The Body-Shape Questionnaire (BSO) [28, 29]. The BSO is a self-report instrument providing the 
means to investigate the significance of body shape in the development and subsistence of anorexia 
and bulimia nervosa. 

3. The Questionnaire for the Diagnosis of Eating Disorders (FSE) [30]. The FSE is a 50-item, self- 
report instrument specifically designed to evaluate the symptomatology of clinical eating disorders 
according to the criteria of DSM-III-R [16]. For lack of any normative data of the FSE, positive 
symptom answers of several questions on the FSE were used as index scores. Deliberate insulin 
undertreatment or omission was added to the list of weight-regulation measures. 


For each of the questionnaires cut-off points were determined, either as a total test score (FFB), differ- 
ent scores of the crucial subscales (drive for thinness, bulimia, body dissatisfaction of the EDI), or single- 
item answers (FSE). With regard to the first two tests, an average of the normative population plus one 
standard deviation served as cut-off points. To guarantee maximum sensitivity, patients were eligible for 
the standardized interview when one of the screening instruments including the subscales of the EDI, 
the total score of the BSO, and the single items of the FSE permitted diagnosis of an eating disorder 
(Table III). 

To distinguish features of eating disorders from similar behaviors resulting from the treatment of dia- 
betes, we used the Structured Interview for Anorexia Nervosa and Bulimia Nervosa (SIAB) [31, 32], 
which is a semi-standardized interview for the assessment of eating disorders according to DSM-IV [16]. 
In addition to the obligatory main inquiries during the interview, we added additional questions such as: 
“Do you fast because your doctor told you to lose weight to reduce your individual insulin dose?” For 
each item, the current state (last 14 days) and the maximum lifetime expression of the symptom were 
rated. 


Statistical methods 


The prevalence of eating disorders was calculated by using frequency procedures without statistical 
testing of hypotheses. 


RESULTS 


Of the 662 patients, 407 (61.5%) fulfilled the psychometric cut-off criteria of at 
least one screening instrument. The EDI [15] singled out 266 (40.2%) patients (152 
women, 114 men), the BSO [7] 263 (39.7%) patients (189 women, 73 men), and the 
FSE [24] 248 (37.5%) patients (253 women, 95 men). 

To validate the cut-off criteria, 30 interviews (10% of the 301 eligible patients 
with possible eating disorders) were conducted with patients who did not fulfill the 
psychometric criteria. The interviewer was not informed that these patients were to- 
tally inconspicious with regard to eating disorders. None of the “validation inter- 
views” led to the diagnosis of an eating disorder. 

Although IDDM comprises only 10-15% [45] of the cases of diabetes mellitus in 
the general population, the distribution of the type of diabetes (IDDM/NIDDM) 
in our sample is nearly equal (51.4%/48.6%). One reason for this unrepresentative 
distribution is the recruitment in diabetes centers, where most of the IDDM pa- 
tients are seen, whereas the majority of NIDDM patients receive medical treatment 
through general practitioners. 
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Table III. —Cut-off criteria 


1. FFB total score: 36.3 + 26.9 = 63.2 (51) 


2. ED 

Women Men 
Drive for thinness 18.37 # 6.82 = 25.19 13.87 & 4.95 = 18.82 
Bulimia 11.59 + 4.00 = 15.59 9.97 # 2.75 = 12.72 
Body dissatisfaction 29.75 + 10.12 = 39.86 20.15 + 8.16 = 28.31 
3. FSE 


Did you ever experience binge eating? Yes 
How often do you have binge eating? 
Positive answers: 
Once or more than once per day 
Once or more than once per week 
Once or more than once per month 


How often do you have self-induced vomiting after binge eating? 
Positive answers: 
Always 
Often 
Sometimes 
Rarely 


How often do compensatory mechanisms such as insulin purging or self-induced 
vomiting or involuntary vomiting occur? 
Positive answers 
At least once during the last 4 weeks 
At least once during the last 6 months 
At least once more than 1 year ago 


Has the diagnosis of anorexia nervosa ever been made? 
Positive answers: 
Yes 


* Normative data from the German version ofthe EDI by Thiel and Paul [27]. 


The mean body mass index (BMI) in IDDM patients was 24.2 kg/m? (sp=3.7), 
and in NIDDM patients 29.5 kg/m? (sp=5.1). 

Point prevalence of all four eating disorders taken as a whole was 5.9% (lifetime 
prevalence 10%), irrespective of the type of diabetes and gender. A point preva- 
lence of 5.3% (lifetime prevalence 10.0%) was found in IDDM and 9.9% (6.5%) 
in NIDDM patients. 

For the women (n=355), a point prevalence of 8.2% and a lifetime prevalence of 
14.7% were found, whereas a point prevalence of 3.3% (lifetime 4.6%) was found 
for the men (n=307). In the IDDM sample, point prevalence for the women 
(n=187) of all clinical eating disorders was 7.9% (lifetime prevalence 16.5%) and 
in the NIDDM-women (n=168) 8.4% (12.6%). The IDDM male sample (n=153) 
showed a point prevalence of clinical eating disorders of 2.0% (lifetime prevalence 
2.0%) and the NIDDM male sample (n=154) a point prevalence of 4.4% (lifetime 
prevalence 7.1%) (Table IV). 

Cases of AN were only found in female patients with IDDM. Point prevalence 
of 0.5% and lifetime prevalence of 3.2% were found when all female IDDM pa- 
tients were taken into consideration (1 in 187). 

Bulimia nervosa was found in both men and women and in the two types of diabe- 
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Table IV.—Distribution of DSM-IV defined eating disorders 
within the female and male subsamples with IDDM and 
NIDDM, current state and lifetime 


Females (N = 355) 


IDDM (n = 187) NIDDM (n = 168) 
PS IST: PS Er 
N % N % N % N % 
AN 105 6 3.2 
BN 4 21 10 533 4 2.4 
BED 4 21 7 3.7 7 42 2 7.1 
EDNOS 6 32 8 4.3 7.42 5 3.0 
Total 15 79 — 15 14 84 21 126 
Males (N = 307) 

IDDM (n = 153) NIDDM (n = 154) 
AN 
BN 1 0.7 1 0.7 1 0.6 2 1.3 
BED 2 1.3 2 1.3 5 3.2 7 4.5 
EDNOS 1 0.6 2 1.3 
Total 3 2.0 3 2.0 7 44 11 7.1 


tes. The point prevalence of BN was 0.9% with a lifetime prevalence of 2.6% in the 
whole sample. The female IDDM sample showed a point prevalence of 2.1% (life- 
time prevalence 5.3%), and the male IDDM sample a point prevalence of 0.7% 
(lifetime 0.7%). Within the NIDDM sample there were no women (0.0%) and only 
one man (0.6%) with current BN, but 2.4% of the NIDDM females and 1.3% of 
the NIDDM males had a history of BN (lifetime prevalence). 

Current binge eating disorders fulfilling the DSM-IV criteria [16] were diagnosed 
in 2.7% of all participants (1.83% of the IDDM sample and 3.7% of the NIDDM 
sample). Lifetime prevalence of the total sample was 42% (IDDM 2.6%, and 
NIDDM 5.9%). 

To compare the relationship of BMI and eating disorders, patients were divided 
into four groups according to their BMI (kilograms per meters squared) (Tables V- 
VII): underweight: BMI<19 (female), <20 (male); normal weight: BMI 20-25; 
overweight: BMI 26-30; obese: BMI>30 [33, 34]. Within the underweight and nor- 
mal weight sample (n=304) only 3.3%, and exclusively women, had a current eating 
disorder, whereas 6.3% of the overweight (n=206) and 10.3% of the obese sample 
(n=146) had eating disorders. Lifetime prevalence of eating disorders of the under- 
weight and normal weight sample was 7.6%, of the overweight sample 9.7% 
(n=206), and of the obese sample 15.3% (n=146). BED was the most diagnosed 
eating disorder in the overweight and obese sample. 

Eating disorders not otherwise specified according to DSM-IV [16] showed a 
point prevalence of 2.1% (IDDM 1.83%, NIDDM 2.5%) and a lifetime prevalence 
of 2.3% (IDDM 2.4%, NIDDM 2.22%) within the total sample. Within the female 
sample, point prevalence was 3.7% (IDDM 3.2%, NIDDM 42%) and lifetime 
prevalence 3.7% (IDDM 4.3%, NIDDM 3.1%). Not a single IDDM male patient 
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suffered from a not-otherwise-specified eating disorder (EDNOS). NIDDM males 
showed a point prevalence of EDNOS of 0.6% (lifetime 1.3%). 

When the male sample was considered as a whole, 3.3% suffered from a current 
eating disorder (lifetime prevalence 4.6%). Also, 25.6% of the patients with current 
eating disorders (n=39) and 21.2% of the lifetime sample (n=66) were males. In 
our study, approximately three times as many women as men with diabetes mellitus 
suffered from a current eating disorder (29 women, 10 men), and nearly four times 
as many showed a history of an eating disorder (52 women, 14 men). The most fre- 
quent eating disorder that could be evaluated among all diabetic men was BED 
(2.3%) (lifetime prevalence 2.9%). Among the overweight and obese men 
(BMI>26 kg/m?) (n=168), the point prevalence rate of BED went up to 6.0% (life- 
time 7.7%). 

Overall, there was a high point prevalence of eating disorders in women com- 
pared with men (approximately 3:1). In IDDM, the ratio was 5:1 (current state) and 
10:1 (lifetime); in NIDDM, the ratio was 2:1 (current state) and 2:1 (lifetime). 

According to the standardized questionnaire (FSE), intentional insulin omission 
within the total sample of diabeticmen and women, regardless of the type of diabe- 
tes (n=662), was 4.1%. Within the female sample, 5.6% reported insulin omission 
(IDDM 6.6%, NIDDM 4.8%), and within the male sample 2.6% (IDDM 3.3%, 
NIDDM 2.5). The mean age of the 20 IDDM patients omitting insulin was 33.2 
years (sp=7.031). The age range of the 7 NIDDM patients who omitted insulin was 
37 to 61 years. 


DISCUSSION 


The prevalence of eating disorders in patients with diabetes is important because 
these disorders are so common among young women and potentially hazardous for 
those with diabetes. This study is the first, especially with regard to the large num- 
ber of patients with NIDDM, to evaluate prevalence rates in both IDDM and 
NIDDAM patients. For diabetic patients, the prevalence rates of disordered eating 
tend to be extreme if the assessment instruments fail to distinguish between dietary 
restrictions that are part of the treatment regimen and features of an eating disor- 
der. For example, if the study had relied on only self-report questionnaires, such as 
the Eating Disorder Inventory (EDI), prevalence rates would have been 40.2% of 
the total sample or approximately seven times as high as they were in combination 
with the interview in our study (5.9%). We did not compare the prevalence rate of 
eating disorders in diabetic patients with that in a matched group of nondiabetics. 
This might be a disadvantage because the prevalence of clinical eating disorders in 
nondiabetics is as yet uncertain. However, our findings are strengthened by the 
large sample and the use of clear diagnostic criteria and structured interviews in as- 
sessing the diagnosis of eating disorders. Moreover, we interviewed 30 patients who 
did not fulfill a single cut-off criterion of the self-report questionnaires. For these 
patients, the interview procedure did not lead to the diagnosis of an eating disorder. 
The NIDDM patients in our sample may not quite be representative because most 
NIDDAM patients receive treatment from general practitioners and do not frequent 
diabetes centers. Thus, the NIDDM patients in our study may represent more diffi- 
cult cases. 
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With the exception of the epidemiological study of eating disorders in the general 
female population of Norway by Götestam and Agras [35], based on a self-report 
questionnaire, we have not been able to trace any study using general population 
data for the three main eating disorders AN, BN, and BED. Furthermore, we came 
across no study attempting to estimate the prevalence of disorders not meeting full 
criteria for the three main disorders (eating disorder—not otherwise specified [ED- 
NOS]). The fact that we found a higher prevalence of eating disorders in compari- 
son to the Norwegian study (point prevalence 3.83%, lifetime prevalence 8.7%) is 
strengthened by the higher specificity of our diagnostic procedure. Applying such 
an interview in the Norwegian study would probably have shown lower preva- 
lence rates. 

Consensus has increased regarding the prevalence rates of anorexia nervosa and 
bulimia nervosa at least among adolescent and young adult women. Hock [36] sum- 
marized two-stage surveys of community populations finding an average prevalence 
of anorexia nervosa, of 0.28% of young women, using strict diagnostic criteria. Ac- 
cording to Fairburn and Beglin [37], who recently provided a review of the preva- 
lence studies on bulimia nervosa, the most sophisticated studies are impressively 
consistent in finding that bulimia nervosa appears to have a prevalence rate of about 
1% among adolescent and young adult women. Bushnell et al. [38] conducted a 
prevalence study in a general adult population aged 18-64 years, in New Zealand 
and reported an estimation of lifetime prevalence of 1.0% (confidence interval 0.6- 
1.6) of DSM-III bulimia nervosa (lifetime prevalence for males 0.2% [0.0-1.1], for 
women 1.9% [1.2-3.0]. In our study, diabetic patients do not show evidence of an 
elevated prevalence of AN. However, the lifetime prevalence of BN within both the 
total sample, the female sample regardless of diabetes type, and the IDDM female 
sample is beyond the confidence interval of Bushnell’s prevalence estimation. 

For BED, Bruce and Agras [39] found a prevalence rate of 1.53% (DSM-III-R) 
in a normal female population in California; Götestam and Agras [35] reported a 
point prevalence of 1.5% and a lifetime prevalence of 3.2% in the female Norwe- 
gian population. BED seems to be of particular importance in overweight individu- 
als [40]. The multisite field trial of the diagnostic criteria for BED by Spitzer et al. 
[41] suggested a prevalence rate of 2% in the nonpatient community sample, 4.4% 
in the obese sample, and 30% among obese participants in weight control programs. 
In the study by Wing et al. [19], self-reported binge eating among NIDDM obese 
female patients participating in a behavioral weight control program was 21%. Our 
results concur with the findings of numerous previous studies [12, 14, 40-44] re- 
porting BED to be strongly associated with obesity. The insulin sensitivity of mus- 
cles, fat tissue, and the liver is reduced in obese individuals [45]. Therefore, weight 
reduction is an uppermost therapy goal for overweight NIDDM patients. Similar to 
IDDM patients, restrained eating might cause binge eating and most obese binge 
eaters actually report a longer history of dieting [40, 44]. This might be the reason 
why, in the NIDDM group with amean BMI of 29.5 kg/m?, patients of both genders 
have the highest prevalence of BED. 

All studies show that eating disorders are rare among males. In clinical samples, 
the male:female ratio for AN and BN lies consistently between 1:10 and 1:20. Sev- 
eral study groups [17, 36, 46-48] found in their primary study that, of all anorexia 
nervosa patients, only 7% were male, and for bulimia nervosa patients only 4%. In 
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their general population sample of adults, Bushnell et al. [38] found a lifetime prev- 
alence of BN of 0.2%. Men seem to suffer more from BED than from AN and BN. 
Spitzer et al. [41] found in their multisite study that BED was only slightly more 
common in women than in men in the weight control samples and equally common 
in men and women in community nonpatient and college samples. Due to the small 
comorbid subgroups, our findings within the male sample have to be handled with 
care. Nevertheless, our results seem to concur with previous findings. Although one 
third of all comorbid patients were men in our study, the majority of the diabetic 
male patients suffered from BED, not AN or BN. Corresponding to the findings 
within nondiabetic male samples, all men with an eating disorder in our study had 
a BMI >26 kg/m’. 

In contrast to numerous previous studies reporting a prevalence of insulin under- 
treatment or even omission of 12% [21] to 38.% [49], our results seem to support 
studies indicating lower prevalence rates [3, 6, 50]. However, the average age of 
IDDM patients in most studies ranges between 15 [9] and 24 years [49]. Our IDDM 
sample with insulin omission is nearly 10 years older, suggesting that insulin omis- 
sion might be a problem of younger diabetic patients. Nevertheless, a comparable 
recent survey [50] among IDDM females (mean age 31.1 years) including standard- 
ized questionnaires showed a prevalence rate of intentional insulin omission of 
31%, and 8.83% reported frequent omission. Only 5.6% of our IDDM female sam- 
ple reported insulin omission. However, we did not stratify patients according to the 
frequency of their insulin omission. Perhaps only those who omitted insulin fre- 
quently answered positively. 

Apart from the question of whether diabetic patients are at a particularly high 
risk to develop eating disorders, our prevalence findings might serve as a basis of 
the following estimation: More than 5% ofthe German population suffers from dia- 
betes mellitus, the majority—about two million people—suffer from NIDDM, 
100,000-150,000 from IDDM including 15,000 diabetic children [51, 52]. Taking our 
prevalence findings as a basis of estimation, 130,000 NIDDM and more than 8000 
IDDM patients (point prevalence) might suffer from an eating disorder in a West- 
ern industrialized country like Germany. The conclusions that may be drawn from 
the comorbidity of diabetes mellitus and eating disorders for metabolic control and 
diabetes-specific lesions will be the subject of a separate publication. 

Based on these epidemiological estimations, the results of this study highlight the 
need for clinicians to take into account eating disorders not only in the relatively 
small group of IDDM but also in the large group of NIDDM patients. The results 
also emphasize that eating disorders are an important differential diagnosis, espe- 
cially in patients with poor metabolic control, which should not be ignored, but 
rather should be taken into consideration when planning treatment and as a prog- 
nostic indicator. 
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